child represents this kind of event for the parents. In addition to the threat of death the situation is compounded by the distressing side-effects of treatment such as vomiting, weight gain, hair loss or mouth ulcers, which may affect up to half of treated children. The need for repeated visits to hospital, sometimes many miles away, may also increase the strain imposed on the parents. It is not surprising therefore that recent studies (Kaplan et 01. 1976 , Maguire et 01. 1979 have found a high psychiatric morbidity among the parents.
Depressive illnesses or anxiety states, necessitating psychiatric treatment, have been found in 20-30% of parents of children with leukaemia; and this proportion is similar in families with a surviving well child and in those where the child has died. It was found that many fathers appeared to be using alcohol to tranquillize their distress, and psychosomatic disorders were common. About a quarter of the mothers experienced chronic sexual problems, and one in five of the couples had developed marital problems, with some husbands feeling neglected because of the time mothers spent with the sick child, and some mothers feeling resentful that their husbands did not share the burden of care.
The affected children themselves are liable to behavioural problems such as temper tantrums, soiling and school refusal. Howarth (1972) found that 42% of leukaemic children were so affected compared with 8% of children with benign disease. These problems may result from the disease, from the treatment, or from changes in the parents' behaviour, since at least one-third of parents relax discipline, in order to give the child a remaining life as free from unpleasantness as possible. The understandable worry that parents have about the sick child may lead them to neglect the healthy siblings, up to half of whom may also develop behaviour problems (Binger et 01. 1969; Kaplan et 01. 1976 ), Yet, as with the parents, these problems are not usually detected or treated by those involved in the child's care.
Since the families of children with leukaemia do appear so much at risk for developing serious emotional problems, and since so few are treated appropriately, there is an urgent need to consider ways of improving this aspect of care. Provision of counselling, together with systematic monitoring of the emotional wellbeing of families, especially in the first few years of treatment, would be a major advance. Such counselling could be provided for groups of parents (Heffron et 01. 1973) or for the whole family. Volunteer counsellors who have themselves had or have a child with leukaemia could be enlisted, although experience of their use in general programmes suggests that they would have to be carefully selected and trained (Kleiman et 01. 1977) . Possibly a better method would be to use a specially trained nurse or social worker (Foley & McCarthy 1976) to provide advice and counselling to the family. She 0141-0768/80/030217-0 I/SO1.00/0 , © 1980 The Royal Society of Medicine could then report back any problems to the medical team of oncologist and general practitioner and with them and the family, possible ways of alleviation emotional morbidity could be formulated.
